Background: Urinary incontinence (UI) is likely to be high in Aboriginal women in rural Australia due to risk factors including high body mass index, parity and diabetes. However, UI appears to be under-reported with limited information on whether women access appropriate care. attended. Just under half of women 7/16 (14%) with stress UI were referred for surgery, with 6/7 (86%) attending.
rates of smoking 4 and respiratory illness 5 and low use of hormone replacement therapy (HRT).
Female UI is generally under-reported and women are often reluctant to seek care, even though the condition is often treatable. 6 Recommended treatment varies according to type of incontinence and can include conservative, medical and surgical management. Access to management can be challenging in rural and remote areas where there may be complex barriers to access or a lack of integrated services. 6 The Top End of the Northern Territory (NT) is a sparsely populated region of approximately 400 000 km This paper aimed to evaluate specialist gynaecological care provision for UI to women at increased risk in rural and remote
Aboriginal communities in the Top End, NT. We report on a formative 12 month evaluation documenting numbers of women referred and seen by specialist services and whether women subsequently accessed recommended management.
Aim
To assess whether women who access specialist gynaecological services in rural and remote Top End NT through SONT are receiving care for UI aligned with best practice.
METHODS
A retrospective clinical audit was undertaken of the SONT obstetric and gynaecology clinic attendances in the Top End, NT, for the 12 month period 1 January to 31 December 2012.
All women identified as being referred primarily for management of incontinence/urinary issues/prolapse had a further review of their SONT record, the electronic medical record at the local health service and the Royal Darwin Hospital. Crossreferencing the woman's referral and attendance was also undertaken with paper clinic lists of the urodynamics and physiotherapy service. As it was not possible to ascertain the number of women in primary care with UI and/or prolapse, we were unable to ascertain referral rates, and small numbers preclude robust statistical analysis between Aboriginal and non-Aboriginal women.
The review process was based on the National Institute for Health and Clinical Excellence (NICE) Guideline for Urinary
Incontinence Management (CG171) Audit Criteria as a model of best practice, as there is no Australian guideline equivalent.
9,10
The guide provides audit criteria to assess the implementation of UI management within a health service, with the expected 'standard' of all parameters measured to be 100%.
10
Audit criteria evaluated documented management as recommended in the NICE Guidelines (CG171) 10 depicted in the UI Management Flowchart (Fig. 1 involuntary leakage associated with urgency and also with effort, exertion, sneezing and coughing. 10 The initial assessment of UI is important as it forms the basis for counselling, ongoing management and treatment.

Bladder diary
Women should be encouraged to keep a bladder diary to be used for initial assessment, or at least have a documented discussion of fluid intake patterns and voiding habits.
10
Pelvic floor muscle training
Women with stress or mixed UI should be offered a trial of pel- 
Medication
Drugs with antimuscarinic action can be used to treat overactive bladder (OAB) presenting as mixed or urge UI.
10
Surgery
Referral for surgery with retropubic mid-urethral tape procedures for women with stress UI, can be considered for whom conservative management has failed.
10
Pelvic organ prolapse
As part of the physical examination assessing UI, the woman may demonstrate the presence of cystocele, rectocele or uterine/vault descent. It should be formally assessed by a specialist to determine further management.
10
Continence aids/absorbent products
These absorbent aids used to maintain social continence are not recommended by the NICE Guideline in the treatment of UI.
10
Private health care
Ongoing management was under the privately funded healthcare system.
Ethics approval was obtained from Menzies Human Research
Ethics Committee for the audit which has an Aboriginal subcommittee with right of veto. Of the women for whom urodynamic studies were indicated 14/23 (61%) were referred, 12/14 (86%) of whom were Aboriginal.
RESULTS
Of those referred, 6/14 (43%) attended and 4/6 (67%) were
Aboriginal.
Women with urge or mixed UI were offered drug treatment in 14/17 (82%) cases; 50% of these women were Aboriginal.
Treatment with immediate-release non-proprietary oxybutynin
was first line antimuscarinic in all cases.
Of the 13 women with isolated stress UI, 7/13 (54%) were referred for surgical management. Of these 4/7 (57%) had no documented discussion or referral for PFE and five had surgery (four retropubic sling, one mini-arc sling), all of whom were Aboriginal.
Diagnosis of prolapse in addition to defined UI was documented in 6/34 (18%) women. One woman was managed with a pessary, and three had surgery, none of which included a retropubic sling.
Documented use of continence aids were not mentioned in any correspondence or patient records reviewed in the audit process.
DISCUSSION
The audit process demonstrates under-reporting and underreferral, with a very small number of women with UI being referred to SONT gynaecologists in the Top End. Acknowledging current restraints, with lack of allied health services, it's important to optimise the discussion of PFEs, initation of medical management and referral for urodynamic studies and surgery. The audit demonstrates that SONT specialists find providing best practice care difficult without integration with al- 
Limitations of the study
The scope of this study is limited as it does not consider management of female UI at the primary care level. As a retrospec- 
Strengths of the study
The study is unique as there is no other available literature describing the management of female UI in regional/remote areas 100% †Eligible = those with symptoms of urge, mixed UI, anterior compartment prolapse or previous surgery for stress UI. ‡Eligible = those with stress or mixed UI. §Eligible = those with mixed or urge UI. ¶Eligible = those women with GSI (in this study, this also included two women with POP and one with mixed UI). GSI, genuine stress incontinence; OAB, overactive bladder; PFE, pelvic floor exercise; POP, pelvic organ prolapse 
